




Tracking Diabetes Care 

 The Diabetes Quality Care Monitoring System (DQCMS) is a 
diabetes registry software program available at no cost to health 
care providers.  

 It allows providers to track diabetes care in the outpatient setting 
and improve care based on the indicators tracked.   

 DQCMS is not an electronic medical record, nor does it monitor 
care for other chronic diseases besides diabetes.   

 Non-DQCMS users can still benefit from submitting their clinical 
data from their medical records to the Montana Diabetes 
Program using an Excel reporting sheet. 

 Both DQCMS and non-DQCMS users receive quarterly graph 
reports and annual trend reports showing their data compared 
to state averages and goals. 



Tracking Quality Measures 

 DQCMS can track NQF indicators 0059 for A1C > 9% and NQF 
0018 for Blood Pressure < 140/90 mmHg 
 

 Non-DQCMS users can report their data on these indicators 
utilizing the Excel reporting sheet. 
 

 Quarterly reports will show how the health care provider and 
health care system as a whole is doing each quarter and a 3-year 
trend report is prepared at the end of the year to show long-
term trends. 



Improving Diabetes Care 

 Quality improvement projects and support are available to 
assist health care providers and health care systems 
improve their care and quality measures. 

 
 ABC (A1C, Blood Pressure, and Cholesterol) letters are 

generated by DQCMS 
 A1C control projects aimed at reducing the proportion of 

patients with diabetes with A1C >9% 
 Blood pressure control projects aimed at increasing the 

proportion of patients with blood pressure <140/90 mmHg 
 Medication adherence projects 



DPP Overview  

• Goals 

– 5% to 7% weight loss 

– Improved nutrition and increased physical activity (>150 min/week) 

• Facilitation 

– Delivered by trained lifestyle coaches (health care professional such as an RD, 
RN, CDE, PT, or exercise physiologist) 

• Curriculum 

– Group-based education 

– CDC National DPP curriculum, based upon the NIH Lifestyle Balance 
curriculum 

– 1 year program with 16 core classes followed by 6 post core classes 

– Healthy eating, physical activity, and problem solving content 

– Self-monitoring food and physical activity 



  



 Table.  Characteristics and outcomes at 4 months among participants in the Montana 

Diabetes Prevention Program, 2008-2012. 

All participants, 2008-2012 

(n=3,804) 

  Mean (SD) 

                                                     Age (years)   53 (12) 

                                     Baseline BMI (kg/m2)   36 (7) 

                Number of core sessions attended      14 (4) 

Weight loss (kg) 5 (6) 

  % n 

                                                    Sex (female) 82 (3,109) 

          Self-monitoring fat intake  ≥7 weeks 66 (2,289) 

Achieved 150 min physical activity per week 64 (2,072) 

                                Achieved 7% weight loss  34 (1,300) 

Data Source: Diabetes Prevention Program, Montana, 2008-2012. 



Contact Information 

 
For more information on diabetes quality improvement 
projects, use of EHRs and a registry for tracking diabetes care, 
and how to become a participating practice with the Montana 
Diabetes Project please contact: 
 

Chris Jacoby, RN, BSN 
Quality Improvement Coordinator 

cjacoby@mt.gov 
 

www.diabetes.mt.gov  
 

mailto:cjacoby@mt.gov
http://www.diabetes.mt.gov/


PCMH Blood Pressure (BP) Project 

• Goal: 
– Optimize use of electronic health record to help 

identify patients with undiagnosed hypertension 
(HTN) 
• Criteria – 2+ BP readings >140/90 in the past year without 

HTN diagnosis 

• Requirements: 
– Conduct outreach & initiate treatment, if needed 
– Collect National Quality Forum (NQF) 0018 measure 

(BP control) 

• Eligibility: Qualified PCMH 
 

 

 
 
 



Primary Care Facility (PCF) 
BP/Diabetes Project 

• Goal: Implement clinical systems/policies to 
enhance management of patients with 
hypertension  and/or diabetes 

• Requirements: 

– Multidisciplinary team-based care 

– Promote self-measured BP monitoring 

– Report NQF 0018 (bp)/NQF 0059 (diabetes control) 

– BP quality improvement 

• Eligibility: PCF (non-CHC) or Rural Health Clinic 

 

 



Funding Opportunities 

• Next PCMH and PCF sub-awards announced 
Fall 2015 

– $5,000 each 

– Technical assistance available from Cardiovascular 
Health Program and Regional Extension Center 
(REC) 

– Contact Crystelle Fogle, cfogle@mt.gov 

 

 



Primary Care Facility Hypertension 
and Diabetes Project 

Million Hearts Workgroup 
Marilyn McLaury, MS, RD 



Primary Care Project Intent 

Use EHR to collect National Quality Forum (NQF) 
measures 

-NQF 0018 Controlling high blood pressure 

-NQF 0059 Diabetes care (poor control A1C > 9.0)   



  
 
Implement clinical systems and/or 
policies to enhance management of 
hypertension and diabetes focusing on: 

• Promotion of self-
measured blood 
pressure monitoring 

 

• Multidisciplinary team-
based care 



Participating Sites  
 • Community 

Physicians Group 

• Frontier Family 
Practice 

• Glacier Medical 
Associates 

• Great Falls Clinic 

 

 

 

 

 

• St. Luke Community 
Healthcare 

• St. Peter’s Medical 
Group 

• St. Vincent Physician 
Network 

 



Summary  

• Sites established  self-management programs 

• Hypertension protocols were adopted 

• Multi-disciplinary team care is being used by 
all sites 



Benefis Medical Group 
 

• Joined the Measure UP/Pressure Down blood 
pressure campaign 

• Implemented a policy requiring collection of 
vital signs at each visit with BP entry 
mandatory 

• Used automated vital sign monitors to 
download the BP measurement directly into 
the EHR 



Benefis Medical Group 
 

• Developed a hypertension registry to identify 
patients with hypertension and those lost to 
follow-up 

• Established monthly provider and system-level 
feedback reports 

• Initiated the patient portal 

 



 
 Adult patients screened for hypertension, diagnosed for hypertension and 
blood pressure control rates among adult patients seen at Benefis Medical 

Group, Great Falls, Montana, 2012-2013.  
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Montana Tobacco Quit Line: 
Electronic Referral Project 

• An electronic referral system would allow hospitals to refer patients 
directly to the quit line using their existing Electronic Health 
Records (EHR).   

• This system would:  

– Allow two way communications with the EHR.  

– Would replace our fax referral system and allow a quicker and 
easier way for doctors to refer their patients to the quit line.  

• Interested pilot sites include: 

– St. Vincent, St. James and Holy Rosary 

– Kalispell Regional 

– Riverstone Health 

– Livingston HealthCare  

 





Asthma Care Monitoring System 
(ACMS)  

• Stand alone software 

• Records asthma symptoms, 

     medications, and education  

     provided at each office visit 
• Contains features to help with  
     recalling and reminding patients 
• Creates quarterly report 

to measure several 
quality measures, 
including UDS 



 
 

Questions 

Contact Kathy Myers 
406-444-3385 
kmyers@mt.gov 


